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Abstract
Introduction: In literature, many different types of foreign objects have been found to have
caused eye injuries. These objects can range from organic to inorganic matter such as glass, wood,
pencil, nails and fishhooks. Once the injury is recognized, removal of the foreign body and technique
used in the management of the injury is very important to reduce further ocular damage. This case
report investigates an injury caused by an object similar to a fishhook that pierced into the eyelid
in the opposite direction to normal.
Case presentation: A 19 year old man presented with a one hour history of the right upper
eyelid injury from a wire fence. The loose end of the wire penetrated the full thickness of the eyelid
in the direction opposite to the normal. The wire passed from under the eyelid, through the centre
of the upper lid, to the external surface. After the application of topical anesthetic drops, the eye
could be opened manually, the lid averted, and the wire passed out through the defect. No
complications were observed. Post removal, the acuity increased to 6/9 and there was no
intraocular penetration. Full recovery was observed as well.
Conclusion: A severe eyelid penetrating injury can be uncomplicated with a full recovery when
there is no intraocular penetration. It is also possible to have an injury pass under the lower margin
of the lid and penetrate from inside to out, with no associated corneal injury.
Introduction
Orbital injury may be caused by several types of foreign
bodies such as organic and inorganic matter, non-autoge-
nous surgical implants and allograft, and surgical hard-
ware and materials utilized in reconstructive surgery. In
eye injury patients, the nature of the foreign body deter-
mines the clinical behavior; inert objects such as steel and
glass may not cause significant inflammation to warrant
their removal. Removal of organic foreign bodies, how-
ever, is mandatory since these objects usually lead to sec-
ondary infection [1].
Once the injury has occurred, the eye should be examined
very gently without putting any pressure on the globe.
Prolapsed of the intraocular contents and irreversible
damage can be caused if the eye and orbit are not exam-
ined carefully. Signs to look for include a distorted pupil,
cataract, prolapsed black uveal tissue on the ocular sur-
face, and vitreous hemorrhage. The pupil should be
dilated (if there is no head injury) and a thorough search
made for an intraocular foreign body [2].
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lar fishhook injuries can cause potentially devastating
ocular trauma. Aiello et al reported five cases of penetrating
ocular fishhook injuries and showed that with appropri-
ated surgical techniques excellent visual outcome can be
achieved in these cases. Appropriate techniques have to be
employed to remove the fishhook and avoid major dam-
age to the eyelid anatomy [3].
Case Presentation
A 19 year old man presented to the Accident and Emer-
gency Department with a one hour history of the right
upper eyelid injury from a wire fence, (figure 1). The
patient was walking across an allotment when he fell onto
a damaged fence. The loose end of the wire penetrated the
full thickness of the right upper eyelid. The patient was
unable to extricate himself, requiring the Fire Brigade to
cut him free. Of relevant past history, there was an injury
to the same eyelid from a coat hanger two years earlier.
Upon gentle examination with no external pressure, the
patient was unable to open the eye himself. The wire
passed from under the eyelid, through the centre of the
upper lid, to the external surface. Approximately 15 mm
of wire was superficial to the lid margin; the cut end was
approximately 90 mm and taped to the cheek for security.
The patient had eaten ninety minutes previously so he was
unfit for a general anesthetic. The decision was made to
infiltrate with local anesthetic and remove the foreign
body. This was complicated by the patient's inebriation
and needle phobia.
1% Lignocaine was infiltrated in to the upper lid, the lid
averted, and the wire passed out through the defect, (fig-
ure 2 and 3). Post removal, the acuity increased to 6/9 and
there was no intraocular penetration, (figure 4). No
abnormalities were detected in the anterior or posterior
segments and intraocular pressure was within the normal
range.
After the application of topical anesthetic drops, the eye
could be opened manually. Acuity in the right was count-
ing fingers. The anterior chamber was formed and there
were no pupil abnormalities. It was difficult to assess
whether there was any intraocular penetration. In addi-
tion, the injured region was examined for any remains or
other possible foreign bodies.
At follow up the next day acuity was still maintained and
one week later, after a full course of antibiotics, examina-
tion was unremarkable with equal acuity bilateral
Discussion
A variety of orbital foreign bodies have been reported in
the literature to have penetrated the eyelids. These include
glass, stone, metal, wood, graphite, button, faucet handle,
fish jaw, iron hat peg, chopstick, pencil, large wooden
plank, pocket knife, meat hook, and pitchfork [4]. Fur-
thermore, removal of such foreign bodies and the appro-
priate technique used is important in the management of
the injury otherwise it could lead to vision loss, corneal
scaring, retinal detachment and endophthalmitis [5].
A review of the appropriate literature demonstrated that
penetrating eyelid injury, particularly from fishhooks, was
common, with a range of removal techniques available
such as retrograde, needle cover, advance and cut, string
yank and vertical eyelid-splitting [5]. There were no
reports found of penetration from anything with a greater
Patient eye on arrivalFigure 1
Patient eye on arrival.
Removal of the wire from the patients' eyelidFigure 2
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tion to normal.
The unusual aspects of this presentation were firstly the
nature of the injury, in that it was sustained from a fall on
to a sharp object rather than a moving foreign body. Sec-
ondly there was enough force to penetrate the lid but
essentially left the globe without injury. Lastly, the direc-
tion of the penetration was unusual as it passed from the
under to the external surface.
Moreover, topical anesthesia has been shown to be safe
and effective [6] especially in this case where the patient
had expressed needle phobia. As a result, the decision to
infiltrate local anesthetic is more appropriate as the
advantages of local anesthesia include immediate onset,
short duration of action, rapid return of visual function,
and avoidance of the attendant risks of general anesthesia.
These advantages determine a shorter hospital stay, more
rapid resumption of a regular diet and normal insulin or
oral therapy, and ambulation for the patient [7]. Plus, it
has been found that this method of anesthesia is particu-
larly useful in patients who have distressing fears of injec-
tion and in whom poor cooperation renders the patient
vulnerable to needle related injuries [8].
In addition to removing the fishhook, post- removal
wound care is also of interest. After removal of the fish-
hook, the wound should be explored for possible foreign
bodies. It is usually sufficient to leave the wound open,
and then apply an antibiotic ointment and a simple dress-
ing. Tetanus toxoid should be administered to persons for
whom more than five years has elapsed since their last tet-
anus booster [9]. In this case, the patient had a recent his-
tory (less than five years) of tetanus booster as a result; he
did not require a tetanus shot.
This case demonstrates that a severe eyelid penetrating
injury can be uncomplicated with a full recovery when
there is not intraocular penetration. It is also possible to
have an injury pass under the lower margin of the lid and
penetrate from inside to out, with no associated corneal
injury.
Conclusion
A severe eyelid penetrating injury can be uncomplicated
with a full recovery when there is no intraocular penetra-
tion. It is also possible to have an injury pass under the
lower margin of the lid and penetrate from inside to out,
with no associated corneal injury.
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The wire completely removed from the eyelidFigure 3
The wire completely removed from the eyelid.
Patients eye after complete removal of the wireFigure 4
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